123 15 months. During the last few weeks she has not been so well, and has lost her colour. She has no pain, but after walking at all, says she feels tired.
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On examination, patient is pale and discontented looking, and has very badly decayed teeth. Her gait is a waddling one, indistinguishable from that of a child with double congenital dislocation of the hips. The thighs cannot be abducted, and the great trochanters are both raised. There is no evidence of rickets, beyond slight beading of the ribs. The skiagram (Dr. Ironside Bruce) shows a typical coxa vara of infantile type on each side; that is to say, there has not been a bending of the neck, as in rickety coxa vara, or a separation of the epiphysis, but a solution of continuity right through the neck. There is a downward displacement of the head of the femur carrying with it the adjoining portion of the base of the neck.
DISCUSSION.
Mr. ROTH said the case was of interest (1) because of the difficulty of diagnosis from congenital dislocation of the hips, it being only established by the skiagram; and (2) because, as far as he knew, no case bad been recognized before at such an early age. He proposed to treat the case in an abduction frame, and invited the opinion of F'ellows as to the best method.
Mr. ELMSLIE thought the case of interest as the youngest case of coxa vara of the infantile type of the deformity which he had seen. It bore out completely the theory of the pathological anatomy of this condition that he had brought forward viz., that there was a solution of coritinuity of the neck of the femur at a period at which the femoral neck was largely cartilaginous. As to treatment, Mr. Elmslie agreed with Mr. Roth and suggested wide abduction for a period of six months, and afterwards the use of caliper splints.
Two Cases of Amputation at the Ankle for Long-standing Talipes Equino-varus by a Method which leaves the Heel Intact.
By C. GORDON WATSON, F.R.C.S. I FIRST performed this amputation in April, 1906 (Case I), and have since done six similar operations, the last on November 10, 1913 (Case II). I shall also show a photograph of the foot before operation, and a skiagrami of the stump in the latter case.
The operation was devised for those cases of old paralytic equinovarus in adults which cannot be rectified by less severe measures, and has only been resorted to for those patients who cannot get about and work owing partly to the deformity and partly to constantly recurring pressure sores. I have operated on four of these cases. The other conditions for which I have done the same operation are: melanotic sarcoma of the toe, perforating ulcers of the toes, and trophic ulceration of the toes in a paralytic limb, making a total of seven cases.
The main points of the operation are: Excision of the astragalus, removal of the articular carti]age on the upper surface of the os calcis, and on the under surface of the tibia and fibula, amputation of the foot in front of the os calcis, and pegging the os calcis into the gap between the malleoli by nleans of a steel pin driven through the heel, which is removed ten days later.'
The first two cases operated on were shown at the Clinical Society in April, 1907,2 and the third case at the Clinical Section of this Society in March, 1910.3 It is claimed for the amputation that it provides a more serviceable stump than in Syme's amputation or any of the recognized amputations at the ankle, for the following reasons:-
(1) It leaves the patient with a stump well covered with soft partsi.e., with the original heel-pad, which is accustomed to pressure, instead of with a bony stump mnerely covered by the soft skin of the back of the heel, as in Syme's amputation.
(2) It provides the patient with a club-shaped stumiip on which an ordinary boot can be worn without any artificial apparatus, which is a great boon for hospital patients.
(3) It produces less shortening of the limb thaii other recognized operations at the ankle. Case I.-A. H., aged 30 at date of operation. Infantile hemiplegia; severe talipes equino-varus. Operated on at the Metropolitan Hospital, April 17, 1906. Full notes of this case will be found in the Clinical Society's Transactions referred to above. I now show him seven years after operation. He is able to walk well and to work, and has no discomfort. He tells me that none of lhis friends know that his foot has been amputated, as he wears an ordinary lpair of boots. ' The operation was described in full by mne in the Lanzcet, 1907, ii, p. 365, and details are also given in " Burghard's System of Operative Surgery," 1909, i, p. 209. -Trans. Cliis. Soc. Lond., 1907 , xl, p. 277. 3 Procedings, 1910 , iii (Clin. Sect.), p. 183.
Case II. F. C., aged 24. Severe talipes equino-varus following infantile paralysis. Operated on at St. Bartholomew's Hospital on November 10, 1913. The patient has been constantly incapacitated from work owing to recurrent pressure sores, an(d is unable to wear any form of boot with comfort. Several minor operations have been performed at various times with a view to correcting the deformity, but without success.
Mr. ELMSLIE said he bad performed the operation once for gangrene of the toes in a case of poliomyelitis. He thought it an excellent operation, for in this case it enabled the patient to continue to wear his old instruments and boots; and in general it enabled a patient to wear an ordinary boot.
A Method of Access to the Hip-joint.
By EDRED M. CORNER, M.C.
As in all departments of surgery, the introduction of methods of asepsis and modern technique has opened up to surgeons fields of work of which our professional ancestors never dreamed. In common with inany other departments of surgery such a change has come over operations on the hip-joint. Formerly, disease, sepsis and surgery destroyed all function in the hip-joint, even in cases regarded as successful. Now, not only can surgery do much to stay the ravages of disease, but, as sepsis is practically absent, the surgeon can retain the function of the joint, or even make a new joint. Whilst previously the healing in successful cases ended in ankylosis, the modern surgeon makes a new joint. The increase of the sphere of usefulness of the surgeon in procedures on the hip-joint has naturally led to inquiries amongst them as to the way in whichthey can do their work better: that is to say, what is the least maiming, most exposing and quickest closed method of operation to be used by the surgeon to deal with disease and deformity of the hip-joint?
There is the ordinary anterior incision described in the textbooks, conducted between the sartorius muscle and the tensor fasciae femoris, the gluteus minimus and the rectus femoris. All know that this incision gives a very partial view of the neck of the femur and a very imperfect one of the head of the femur and of the acetabulum. As such it may be dismissed from further consideration, being only used for opening an infective joint.
Posterior incisions, such as Kocher's, give better exposure, and being introduced when wound drainage was of the greatest importance,
